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MARITA P. MCCABE
School of Psychology, Deakin University, Burwood, Victoria, Australia
This article reports on the etiology and treatment of anorgasmia.
Etiological factors include childhood and adolescent experiences,
current individual attitudes, and lifestyle factors, as well as the
quality and dynamics of past and present committed relation-
ships. It is important to assess the nature of each of the previously
mentioned factors in determining the nature of the orgasmic
dysfunction as well as assisting in the development of a treatment
plan. Treatment approaches for anorgasmia need to address indi-
vidual factors (e.g., performance anxiety, poor body image) as
well as interpersonal problems. A systemic treatment framework
would appear to be the most useful approach to treat this sexual
dysfunction, as this type of strategy identifies and treats the diffi-
culties experienced by the anorgasmic woman within the total
context of her life. Of course, this approach necessitates the
involvement of the partner in therapy, and treatment is unlikely to
be effective unless the problems experienced by both the woman
and her partner are addressed. Limitations of past research in
terms of inadequate evaluation of treatment, low sample sizes,
and poorly defined interventions are discussed. Finally, directions
for future research to advance our understanding of the most
effective treatments for anorgasmia are considered.
KEYWORDS anorgasmia, orgasm disorders, effective treatments
DEFINITION AND DESCRIPTION OF DISORDER
Current diagnostic criteria of female sexual dysfunction (FSD) vary across
diagnostic categories. The Diagnostic and Statistical Manual of Mental
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Disorders text revision (DSM-1V-TR; American Psychiatric Association, APA,
2000) categories are limited to psychiatric disorders and reflect the tradi-
tional linear models of sexual response (Kaplan, 1979; Masters & Johnson,
1966). The DSM-IV-TR classifies orgasmic disorders as one of a number of
sexual dysfunctions for women. This diagnostic category is further specified
as lifelong or acquired, generalized or situational, and attributable to either
psychological or combined psychological and medical factors. Additional
criteria require that the dysfunction causes the subjective experience of
marked distress and interpersonal difficulty. However, specification of the
occurrence of the dysfunctional (frequency, settings, activities, and encoun-
ters) is not taken into account (McCabe, 2001).
Inhibited female orgasm is defined as “Persistent or recurrent delay in,
or absence of, orgasm in a female following a normal sexual excitement
phase during sexual activity that the clinician judges to be adequate in
focus, intensity and duration” (APA, 2000, p. 549). More recently, Basson
(2001) highlighted the overlapping nature of the different phases of the
female sexual response cycle among women. A review of clinical and
empirical research indicated that women may experience orgasm before
maximum arousal and during peak arousal, and further orgasms may occur
during the gradual resolution phase of sexual arousal (Basson, 2005).
This overlap between the sexual response phases has implications for
treatment, which are discussed later in this article. However, the previous
discussion suggests that many of the same strategies that are useful for
treating arousal disorders would also be useful in the treatment of orgasmic
disorder.
INTERSYSTEMIC ETIOLOGY
A broad range of factors have been related to the development of anorgas-
mia in women. McCabe (1991) developed a model of sexual dysfunction
that incorporated factors from intergenerational, individual, and relationship
influences. The contribution of these factors to anorgasmia is outlined here.
Intergenerational Influences
Difficulties in the process of socialization during childhood have been
considered an important predictor of adult sexual dysfunction. The devel-
opment of misconceptions about sex, negative attitudes toward sexual plea-
sure, and problems with sexual orientation or gender identity may result
from the family of origin and may negatively influence sexual functioning in
adulthood (Basson, Althop, et al., 2004; Graziottin & Leiblum, 2005). Such
historical factors are particularly salient in the development of lifelong
sexual problems (Basson, Leiblum, et al., 2004). Hof and Berman (1986)
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also attributed adult attitudes and behaviors to sexual scripts that are devel-
oped during childhood as a result of parental attitudes toward sex. In
reviews of the literature, it has been claimed that one of the causes of
sexual dysfunction in adulthood is sexual abuse during childhood (Chaill,
Llewelyn, & Pearson, 1991; Talmadge & Wallace, 1991). However, both
these reviews based their conclusions on studies that were largely clinical
explorations, with little or no attempt to sample representative groups of
adults. Although these studies have demonstrated that a large proportion of
dysfunctional adults have experienced sexual abuse during childhood,
without corresponding data from nondysfunctional samples, causative state-
ments cannot be made.
The contribution of experiences or attitudes during adolescence to
adult sexual dysfunction has received little attention. Heiman, Gladue,
Roberts, and LoPiccolo (1986) found that the type of relationship in which
first intercourse occurred had an impact on adult sexual functioning for
women but not for men. However, Leitenberg, Greenwald, and Tarran
(1989) found that the frequency of sexual experiences during adolescence
had no impact on adult levels of sexual satisfaction, sexual arousal, or
sexual dysfunction.
It is difficult from the literature on intergenerational factors to deter-
mine the manner in which they may impact on female anorgasmia. Much of
the literature talks about links between events in childhood and adoles-
cence and overall levels of sexual dysfunction in adulthood, without speci-
fying specific sexual dysfunctions. Further research, with the inclusion of a
range of sexual dysfunctions as well as a control group, is necessary in
order to better understand the impact on sexual functioning of events in
childhood. Given the overlapping nature of sexual disorders among women
that was discussed earlier, it is likely that childhood events that negatively
impact on one phase of the sexual response cycle are also likely to have a
negative impact on other phases.
Individual Influences
There has been little investigation of the individual factors that are associ-
ated with female anorgasmia. Obstfeld, Lupfer, and Lupfer (1985) found that
sexual identity had no impact on sexual functioning, but the influence of lif-
estyle factors as well as sexual attitudes on sexual dysfunction, in particular,
female anorgasmia, requires further exploration. It has been suggested that
stress, levels of fatigue, sexual identity, health, and other individual
attributes and experiences may alter sexual desire or response. Morokoff
and Gillilland (1993) investigated the impact of life stressors (e.g., unem-
ployment, stressful life events, and daily hassles) on sexual functioning.
Unemployment was shown to predict lower levels of sexual desire. Women
with mood disorders have been shown to consistently demonstrate lower
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levels of sexual functioning in all phases of the sexual response cycle com-
pared to normal controls (e.g., Clayton, McGavery, Calvet, & Piazza, 1997;
Cyranowski, Frank, Cherry, Houck, & Kupfer, 2004). However, McCabe
(2005) demonstrated that performance anxiety was associated with high lev-
els of anorgasmia. This would suggest that the more a woman focuses on
and becomes anxious about her arousal levels and whether or not she is
likely to experience an orgasm, the less likely she is to be orgasmic. Further
research is necessary to explore the role of individual influences in the
development and maintenance of anorgasmia in women.
Relationship Factors
There is a substantial body of research that has explored the contribution of
relationship factors to sexual functioning. These studies have focused on
the role of the quality of the relationship on the sexual functioning of the
partners. Snyder and Berg (1983) found that the major causes of sexual
problems in men and women related to their interactions with their partner.
The general level of enjoyment of sexual activities as well as satisfaction
with the frequency of sexual activities was associated with sexual distress.
Lack of affection for the partner was also an important predictor of sexual
satisfaction.
Communication between partners seems to play an important part in
both the quality of the marital relationship and level of sexual dysfunction.
A general lack of communication and difficulty in communicating prefer-
ences for various types of sexual interactions has been demonstrated among
sexually dysfunctional couples (McCabe, 1999; Pietropinto, 1986). Empirical
studies have consistently demonstrated that anorgasmic women reported
experiencing significantly greater discomfort with communication about
sexual activities (Kelly, Strassberg, & Kircher, 1990; Kelly, Strassberg, &
Turner, 2004). Roffe and Britt (1981) found evidence for high levels of
hostility among couples seeking sexual dysfunction therapy. However, they
also found that a lack of expressiveness and low levels of affection within
the relationship contributed to sexual dysfunction. Hulbert (1991) found
that sexually assertive women were more likely to experience high sexual
desire, arousal and sexual satisfaction. On the other hand, Heiman et al.
(1986) found no difference in the communication patterns of sexually func-
tional and dysfunctional couples. It is difficult to interpret these conflicting
results. Perhaps it is the way in which the sexual interaction and lack of
communication within the relationship is viewed that relates to sexual dys-
function, rather than the objective interaction and communication patterns.
McCabe and Cobain (1998) found that relationship factors were
strongly associated with sexual dysfunction for women but not as strongly
for men. Global deficits in the current relationship (e.g., relationship quality),
as well as lower levels of sexual experience were more likely to occur
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among sexually dysfunctional women. Whether the sexual dysfunction led
to relationship difficulties or vice versa is not clear. Regardless of which set
of problems occurred first, both were now in place. Surprisingly, there were
no differences between the functional and dysfunctional groups in their
levels of communication, sexual communication, or arguments. But this
does not mean that the relationships of the sexually dysfunctional respond-
ers were of the same quality as those of the functional respondents; women
who have poor relationships, and who are unable to communicate, may
express their lack of satisfaction with their relationship by avoiding sexual
interactions with their partner and so restricting their range of sexual experi-
ences. Levels of sexual satisfaction showed a particular deterioration among
the anorgasmic groups (McCabe & Cobain, 1998). Examining the data from
a different perspective, it may be that the negative attitudes to sex impede
the development of sexual intimacy, causing not only sexual dysfunction
but also a breakdown in other aspects of the relationship. According to
Travis and Travis (1986), intimacy is developed through a range of sexual
and sensual contracts. A discomfort with nongenital and genital touching
impedes the development of intimacy that, in turn, leads to a breakdown
in relationship functioning and on to sexual dysfunction in one or both
partners.
ASSESSMENT
Intersystemic evaluation of anorgasmia in women should include a detailed
psychological, relational, social, and medical history and thorough medical
history (Walsh & Berman, 2004). In order for treatment approaches to
address the psychological factors that contribute to anorgasmia, it is impor-
tant to have a clear understanding of the manner in which they contribute
to this sexual dysfunction. There have been major changes in the treatment
of female sexual dysfunction in the last 10 years, with an increase in the use
of centrally acting (e.g., serotonin agonists) to peripheral localized treatment
(e.g., vasodilating creams; Walsh & Berman, 2004). However, these medical
approaches are not based on a clear physiological cause for these disorders,
and have been shown to be largely ineffective. The following discussion
considers the factors that need to be evaluated among women with anor-
gasmia prior to treatment.
It is important that the role of intergenerational, individual, and rela-
tionship factors that may have precipitated or be maintaining the sexual
dysfunction are evaluated. These factors are likely to vary from one woman
to another. However, it would appear that a central factor to the develop-
ment of anorgasmia that needs to be evaluated is the nature of communica-
tion in the relationship. Kelly, Strassberg, and Turner (2006) found that
there were behaviorally assessable differences in the communication pattern
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of couples experiencing female anorgasmia when compared to functional
couples, specifically the negative interactional dynamics of blame and lack
of receptively to interactions by their partner.
It is also important that the clinician has a clear understanding of the
nature of the sexual dysfunction. To this end, the clinician needs to assess
the frequency of orgasm, the situation in which anorgasmia occurs, whether
or not anorgasmia is primary or secondary, if anorgasmia is partial or com-
plete, and the length of time the problem has been in place. An additional
piece of information that I have found useful in therapy is to determine if
there were other events that occurred at the time that the anorgasmia devel-
oped. It is also useful to question the woman and her partner on why she is
seeking treatment at this point in time, and what expectations/goals she has
for therapy.
TREATMENT
Treatment programs for sexual dysfunction frequently lack adequate
research methodology, which makes it difficult to evaluate their effective-
ness. There is often no clear definition of the problem; the target variables
for treatment are not clearly specified and so evaluation of treatment suc-
cess is inadequate; there are no pre- and postmeasures of target variables;
outcome measures, if used, are lacking in adequate information on their
psychometric properties; the treatment program is not clearly described;
and sample sizes are too small for adequate statistical analysis (Heiman &
Meston, 1997). These flaws make it difficult to evaluate which treatment
programs for female anorgasmia are most successful and cost effective
(O’Donahue, Swingen, Dopke, & Roger, 1999; O’Donohue, Dopke, & Swingen,
1997).
A further factor that may relate to the success of therapy is the length of
time the problem has been in place. When a problem has been present for
an extended period of time, it may have become incorporated into the
person’s view of themselves, and the relationship may have adjusted to
incorporate the dysfunction. As a result, a number of changes need to occur
if the dysfunction is no longer present, and so the person with the dysfunc-
tion or the partner may be resistant to these changes.
Some educational content would appear to be useful for women with
anorgasmia. Teaching effective techniques of stimulation may well improve
the orgasmic response of anorgasmic women. However, the transfer of the
ability to reach orgasm through masturbation to an ability to reach orgasm
in intercourse is problematic. Directed masturbation has been shown to be
an effective strategy for women with primary anorgasmia (Heiman &
Meston, 1997). This process involves providing education to the woman
about the ways to achieve orgasm, and then providing her with strategies
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and permission to explore her body. This process of self exploration allows
the woman to discover what is sexually arousing for her, what feels pleas-
ant, and what is difficult or unpleasant. The woman is encouraged to use a
mirror to examine her genitals in the early stages of this exercise. She is also
encouraged to tune into her sensations, to alter her cognitions regarding
masturbation, and to use sexual fantasies to enhance her sexual response
(Heiman, 2007).
Directed masturbation has been shown to be particularly effective
among women who experience primary anorgasmia, with a success rate
reported of between 80% and 90% (LoPiccolo & Stock, 1986). For women
with secondary anorgasmia, the directed masturbation appears to be less
effective, with success rates of 10% to 75% being reported (Kilmann,
Boland, Sjartus, Davidson, & Caird, 1986; Kuriansky, Sharp, & O’Conmnor,
1982).
For a woman to transfer her orgasmic response in masturbation to
sexual interaction with her partner, she and her partner may need to use
additional stimulation of the woman’s genitals during sexual intercourse.
The woman needs to learn to communicate her sexual needs to her partner
and guide the partner on how to stimulate her. During sexual intercourse, it
is important that the “coital alignment technique” (Heiman, 2007) is used,
which increase the level of clitoral contact as well as the orgasmic fre-
quency among women with secondary anorgasmia (Heiman, 2007).
The previous discussion demonstrates the difficulties encountered in
comparing studies designed to increase sexual education to treat secondary
anorgasmia. Nontreatment control groups are rarely included, outcome
measures are not clearly defined (and may be unrealistic), and the differen-
tial effect of sex education is difficult to isolate due to combination treat-
ment strategies. However, it seems that ignorance of the best techniques,
reluctance about using them, and/or an inability to communicate prefer-
ences for sexual stimulation to the partner contribute to low orgasmic fre-
quency during sexual interaction.
Medical treatment strategies for anorgasmia are not considered in detail
in this article. This is primarily because the focus is on psychological inter-
ventions but also because hormone replacement and other pharmaceutical
approaches have not been shown to be effective in the treatment of this
dysfunction (see Kope, 2007, for a summary of medical approaches to the
treatment of anorgasmia).
Studies seem to demonstrate that psychological interventions for anor-
gasmia are most effective if they utilize cognitive and behavioral strategies
and focus on intergenerational, intrapersonal, and interpersonal factors that
may contribute to the women’s sexual dysfunction. Heiman (2007) reviewed
a range of treatment approaches for anorgasmia in women, including phar-
macotherapy, psychoanalytic, cognitive behavioral, and systems theory. She
noted that research studies support the adoption of cognitive behavioral
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approaches, although the strategies employed in systems approaches in sex
therapy may be useful. However these approaches have yet to be ade-
quately evaluated in research studies. McCabe (2001) implemented a psy-
chologically focused treatment program for 95 sexually dysfunctional men
and 54 sexually dysfunctional women, 36 of whom experienced anorgas-
mia. The treatment program was based on cognitive behavioral principles. It
was a 10-session program that focused on enhancing communication
between the partners, increasing sexual skills, and lowering sexual anxiety
and performance anxiety. Both cognitions and behaviors that impeded
functioning in these areas were addressed. Homework exercises comprised
cognitive strategies and behavioral exercises to enhance communication
between partners, as well as sensate focus exercises. During therapy ses-
sions, there was discussion of blocks to sexual performance, and strategies
to overcome these blocks were developed by addressing cognitions and
behaviors that impeded sexual performance and enjoyment of sexual activi-
ties. The first two therapy sessions occurred weekly, and the subsequent
session occurred fortnightly.
Therapy was successful for 44.4% of women and was most likely to be
effective for women who experienced anorgasmia and sexual arousal disor-
der; it was least effective among women who experienced a lack of sexual
interest. In fact, of the 36 women who presented with anorgasmia prether-
apy, only 6 women experienced problems in this area posttherapy. A more
detailed description of this treatment program is presented later in this
article.
The results of this study demonstrated that a large proportion of partic-
ipants experienced sexual dysfunction less frequently posttherapy, but
many of them still experienced some level of sexual dysfunction. Does this
constitute successful therapy, or does successful therapy only entail a
complete absence of sexual dysfunction posttherapy? This dilemma demon-
strates the difficulty of defining success in therapy and the importance of a
complete description of pretherapy and posttherapy levels of sexual dys-
function, as well as other associated measures of sexual functioning.
Effective Strategies from Previous Research
As noted earlier, there has been limited research that has examined the
effectiveness of treatment strategies for anorgasmia. However, levels of both
communication and performance anxiety appear to be important factors to
address in the treatment of this sexual dysfunction.
COMMUNICATION
A lack of communication between partners about their sexual relationship
appears to be a factor related to anorgasmia in women. Everaerd and
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Dekker (1982) compared the relative effectiveness of sex therapy and
communication skills training on the treatment of secondary orgasmic
dysfunction. Both therapies were assessed as equally effective in improving
orgasmic experience, although the extent of the improvement was not
reported. In this study, sex therapy consisted of sensate focus and sexual
stimulation exercises, with a ban on intercourse. The communication
training included exercises for active and passive listening, verbalization
and reflection of feelings, productive conflict management, and assertive
behavior.
Both communication and sexual skills training, together with measures
to reduce anxiety, were used in the treatment of primary and secondary
anorgasmia by McGovern, McMullen, and LoPiccolo (1978). Women with
primary anorgasmia improved markedly in orgasmic responsiveness,
whereas the women with secondary anorgasmia did not. This led the
researchers to suggest that martial therapy might be more appropriate for
the latter, since these women reported more dissatisfaction with their mari-
tal relationships than did the women experiencing primary anorgasmia.
More recently, Weeks (1994, 2004) developed the intersystem approach
to the treatment of sexual problems. This approach focuses on the couple in
the resolution of sexual problems and the dynamic that operates in the cou-
ple relationship. Although Weeks develops strategies to work with the
genetic makeup, values, family of origin, and cultural setting within which
the dysfunction occurring, an overriding systemic approach to the resolu-
tion of the problem means that effective communication patterns are central
to the resolution of the sexual dysfunction.
PERFORMANCE ANXIETY
Performance anxiety can arise from various sources. Past failure to achieve
orgasm can elicit self-defeating and distracting thoughts about whether she
will be able to achieve orgasm this time. The enthusiasm of an insecure
partner, who regards her orgasmic response as an assurance of his or her
own competence, can be perceived by the woman as a pressure on her to
achieve orgasm. Fear of rejection or feelings of obligation toward the
partner may lead her to accept her partner’s sexual overtures, despite
apprehension about her ability or desire to respond fully. As sexual activity
continues, she tries to will her response, wanting to become so aroused that
orgasm will be triggered but afraid she might “turn-off” or that her partner
might become impatient or irritated at her slowness. She mentally monitors
her own and her partner’s response, unable to allow herself to relax and
enjoy the sexual stimulation for its own sake. She can no longer trust her
own natural sexual responsitivity to maintain and intensify the arousal pro-
cess through to orgasm, but rather, as spectator, demands her body’s
response. At the same time, her partner is also a spectator as he or she
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physically attempts to bring her to orgasm, wondering what he or she is
doing wrong when she does not respond (Masters & Johnson, 1970). This
view is reinforced by Kaplan (1974, 1983) who regarded obsessive self-
observation arising out of fear of failure to be the single most immediate
cause of female anorgasmia.
The original proponents of performance anxiety, Masters and Johnson
(1970), attempted to deal with this problem by counseling couples on the
nature of performance anxiety and by temporarily placing a ban on
orgasm and intercourse until permitted by their sensate focus program.
The partners engaged in a graduated series of tasks from general body
massage through to intercourse. Although this program purported to
address performance anxiety, it also involved assertion training, modeling,
behavioral rehearsal, and education. By focusing on sexual activities other
than intercourse, subjects explored a wide range of sexual activities other
than intercourse; participants explored a wide range of sexual activities
that may well have lengthened the time involved in sexual play before
intercourse occurred. Elements of this program are still evident in treat-
ment programs for anorgasmia and are an essential element in the pro-
gram described later.
SYSTEMIC TREATMENT FRAMEWORK
As noted at various points of this article, female anorgasmia is likely to be
caused, precipitated, and maintained from a range of intergenerational,
individual, and relationship factors. After an adequate assessment if the
nature of the anorgasmia and the factors that relate to this sexual dysfunc-
tion, it is important that treatment address the multitude of factors that cur-
rently maintain this dysfunction. Consistent with the systemic treatment
framework, the following program has been implemented for the sexual
dysfunction of women with anorgasmia (McCabe & Delaney, 1991; Purcell
& McCabe, 1992). We have found that these aims are best addressed in ther-
apy by the use of three interrelated treatment strategies: communication
exercises, sensate focus exercises, and guided fantasy.
Communication exercises. Communication exercises were devised to
both improve the quality of the marital relationship and develop and
explore emotional responses of the woman. Questions were developed that
were designed to address all aspects of the relationship, both sexual and
nonsexual. Both partners were instructed to share their feelings with their
partner about a particular issue. Each day a different issue was discussed
and feelings were expressed. Examples of early questions were “What do
I like best about us as partners and how does that make me feel?” and
“How do I feel about differences between us in desire for sexual contact?”
As other aspects of the treatment program were pursued, the communica-
tion exercises continued to encourage the development of the emotional
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side of the woman by exploring her reaction to the program and sharing
this reaction with her partner. For example, when partners were physically
exploring their responses to body massage and genital stimulation, one of
the communication questions was “How do I feel when you caress me inti-
mately? What body feelings occur?”
Sensate focus exercises. The Masters and Johnson (1970) sensate focus
program was outlined in therapy and implemented at home by the client.
The program was commenced 2 weeks after the commencement of therapy.
These exercises composed of nongenital, then genital pleasuring, and
finally intercourse in a graduated pattern. 
Fantasy. We have found that the use of sexual fantasy was an impor-
tant aspect of therapy. The purpose of sexual fantasy seems to be different
for men and women. Some women may have difficulty accepting them-
selves as sexual persons and experience a high level of guilt in association
with their sexual functioning. Therefore, they may experience difficulties in
accepting the physical aspects of the sexual encounter. Men may also expe-
rience guilt in association with sexual expression, but this guilt is accompa-
nied by a lack of emotional involvement in the actual relationship.
Therefore, fantasies were aimed at enhancing the acceptance of oneself as a
sexual person. Sexual fantasies are also very useful for women experiencing
anorgasmia to distract them from their actual performance and so lower lev-
els of performance anxiety. Early fantasies employed in the program for
anorgasmia emphasized the romantic, interpersonal aspects of the relation-
ship. This allowed for sexual arousal within a romantic setting. Once
arousal in this setting was tolerated and then enjoyed, the fantasies used
during progressive therapy sessions became more sexually implicit so as to
counteract the feelings of guilt associated with the experience of physical
sexual pleasure and enhance the acceptance of oneself as a sexual being.
Within these fantasies both the emotional and physical aspects of sex were
presented so that the development of both types of involvement could be
explored in order to foster sexual functioning.
RESEARCH AND FUTURE DIRECTIONS
Further research is required on the development and evaluation of inte-
grated treatment programs for anorgasmia in women. A combination of
both psychotherapy and pharmacotherapy should also be evaluated in
future research. With the advent of readily available medications for erec-
tile disorder in men, combination therapies may also be affective for
female on its own. Future research, therefore, needs to focus on whether
outcomes are improved by the use of more focused integrated psycholog-
ical interventions or combination therapies. In this way the most effica-
cious treatment for anorgasmia can be determined.
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In an article that provided a comprehensive review of pharmacother-
apy for sexual dysfunction in women, Basson (2004) proposed that there
is still too little known about the mode of action, effectiveness, and long-
term consequences of utilizing medical interventions for FSD, in particu-
lar, anorgasmia. It is likely that there will continue to be research studies
to attempt to isolate a safe, effective medical intervention for sexual dys-
function in women. However, given the nature of the factors that contrib-
ute to sexual dysfunction in women, it is unlikely that a medical
intervention alone is likely to be effective. It is possible that, as for a num-
ber of sexual dysfunctions in men, a combined psychological and medical
approach to sexual dysfunction in women may be the treatment of choice
in the next 10 years.
CASE STUDY
Client
A husband and wife, aged 31 and 29 years, respectively, were referred by a
family planning agency. They had been married for 18 months, having lived
together for 12 months prior to the marriage. Both tertiary-educated profes-
sional people, they had met while working together and become friends.
The wife at this time was just emerging from a broken first marriage and
subsequent divorce. The sexual relationship in this first marriage was not
good, but she had had several affairs in which she had enjoyed sex, experi-
encing orgasm during sexual interaction but not during intercourse. Cur-
rently she still enjoyed sex and became sexually aroused, but her frequency
of orgasm was reported as having fallen to 25% during sexual activity. She
had not experienced orgasm during intercourse at all. As a consequence,
she claimed that she was beginning to lose interest in sex and came to ther-
apy looking for more enjoyment for her. She reported her loss of interest in
sex as beginning when she and her now-husband had begun living
together. Up until then, their sexual relationship had been good from both
their points of view. She also reported no anxiety about sex and a rather
neutral attitude toward it in the original family home, with any other repres-
sive influences. The husband, who came from a very religious background,
described family attitudes as neutral toward sex. He reported no other
sexual relationships, either past or present. There was a concern about pre-
mature ejaculation but questioning revealed his concern to be unfounded.
He enjoyed sex and seemed to function well. There was no admission of
any anxiety about sex, just enthusiasm for his wife to enjoy it more
and experience orgasm during intercourse. Both husband and wife were
currently working in demanding jobs. In the coming months they planned
to start a family.
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Treatment Program
The program involved nine sessions with the therapist.
SESSION 1: PRETHERAPY
Specific information was given about the program. Both partners were
present, with joint and separate interviews being conducted. This was
followed by the counseling of both partners together on the nature of sec-
ondary orgasmic difficulties. The concept of performance anxiety was
introduced and its effects on the sexual response of both men and women
were explained. The cooperation of the male partner in being neither too
enthusiastic nor ambivalent about he wife’s sexual response was elicited.
A temporary ban on any sexual activity, until allowed by the therapist in
the context of the sensate focus program, was prescribed. The communi-
cation exercises were introduced and the time commitment required by
these and the sensate focus program made clear. The format of the indi-
vidual therapy sessions was briefly outlined as review of the preceding
week, relaxation with guided imagery based on each phase of the sensate
focus program, then brief discussion of how the guided imagery was
experienced.
Important features that emerged in this session with the couple were
that both lived busy professional lives, often with meetings of further study
outside of working hours. They did not think of themselves as having a sex-
ual problem in their relationship but thought that the wife’s diminishing
enjoyment of sex could become a problem if not addressed. Their main aim
in coming to therapy was to increase the wife’s enjoyment. She currently
experienced orgasm during 25% of their sexual interactions but had never
experienced it during intercourse either in this or in previous relationships.
Also noted was the husband’s enthusiasm for his wife to enjoy sex more
and his disappointment that he would not be coming to all the sessions
with her. Both partners commented that their sexual relationship had been
very good and nonproblematic before they began living together. Both part-
ners admitted to having difficulty resolving conflict, being more likely to
withdraw into silence rather than express feelings. The husband also
expressed some concern about the possibility that he was ejaculating too
early during intercourse. Further inquiry into what was happening enabled
the therapist to reassure him that he was not a premature ejaculator.
Both husband and wife came from similar lower middle class socioeco-
nomic backgrounds. Both had grown up in intact families with one or more
siblings of the opposite sex. Religion was an important factor in the early
life of both partners. The wife had a Protestant background, the husband,
Catholic. In both homes, the children were allowed to ask questions and
talk about sex, but discussion was not encouraged and parental attitudes
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were described a neutral. There was no display of physical affection either
to spouse or children in either household.
The wife had a steady boyfriend at 17 years and this developed into a
sexual relationship, although she felt both guilt and anxiety about inter-
course and regarded it as unpleasant. Otherwise there were no other
unpleasant or traumatic sexual experiences during this time. She was sexu-
ally responsive and orgasmic with her present partner before they formed a
permanent relationship. Currently, she felt negative about sexual fantasy,
sexual secretions, and masturbation but positive about foreplay and manual
orgasms. She also regarded sex as important in their relationship and
looked for a certain equality in both sexual and nonsexual activities. Within
this present relationship, however, there were conflicts not satisfactorily
resolved about the division of household labor and time spent at the work
place. Concerning her present problem, she thought that previous negative
experiences and lack of sexual knowledge had contributed to it. She also
recognized that fatigue, mood, and duration of foreplay influenced her abil-
ity to become aroused.
SESSION 2–7: THERAPY
These sessions were for the woman alone and occurred at weekly intervals,
except for a 2-week break between Sessions 5 and 6. In Session 6 it was
necessary to repeat much of the content of the previous session since the
home assignments had been somewhat neglected in the interval. The first
half of each session was devoted to a review of the past week and its pre-
scribed activities. It included counseling on any relationship and sexual
issues that had surfaced as a result of the communication or sensate focus
homework. Ways of dealing with self-monitoring and performance concerns
were described, that is, by thought-stopping, focusing on bodily sensations
and feelings, and incorporating the latter into concurrent fantasies, either
self-generated or based on the fantasy imagery presented during the ther-
apy sessions. The experiences that were brought to therapy were used to
discuss cognitive, behavioral, and relationship enhancing strategies to
address any negative thoughts or responses. Only one fantasy was pre-
sented in each session. The fantasy was presented following brief relaxation
instructions. Fantasies were drawn from Nin’s book of fantasies (Nin, 1978,
1979). At the conclusion, the woman was invited to talk of her response, of
aspects she found sexually arousing or maybe troubling in some way. Pro-
gressively each of the stages of sensate focus was introduced during these
six sessions.
Session 2. The communication exercises were reported as going well,
with additional relationship issues being spontaneously raised. One such
issue concerned working back late, in that, while it was accepted that the
husband did, it was not acceptable to him that the wife should work back.
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All but two of the communication questions were completed. The guided
imagery session was found enjoyable, relaxing, and nonthreatening. During
this session the woman was encouraged to explore her own body. She was
told to use a mirror to help her examine her genitals and to touch her
breasts and genitals while engaging in sexual fantasy to see what types of
touching she found pleasurable.
Session 3. The communication exercises continued to bring forward
issues for discussion that had not been broached by the couple before. All
the questions were tackled. The importance of the wife’s work to her had
been clarified between them. The couple found that listening to each
other’s expression of feeling, with no attempt to problem-solve, was a new
and refreshing experience. During the session, the communication of sexual
feelings in a positive and non-rejecting way was discussed, with some mod-
eling by the therapist in the use of appropriate phrases. The women
revealed anxiety both about undressing in front of her male partner and
about being aware of his sexual arousal. She was encouraged to explore, at
home, in fantasy and in practice, aspects of undressing she might find sexu-
ally arousing to herself. She was also encouraged to explore her own body
and, when she felt comfortable, masturbate using a vibrator in order to
enhance her sexual pleasure and become familiar with the types of stimula-
tion that she found pleasurable. These techniques were important for her to
experience sexual arousal and also to discover how to guide her husband in
techniques to increase her arousal and orgasmic response.
Session 4. The sensate focus sessions prescribed for the previous week
had at first been just relaxing, but now the woman was finding them sexually
arousing as well. Her husband was reported as finding the massage enjoy-
able. The communication exercises continued to open up discussion
between the couple in such a way that they were able to resolve misunder-
standings that had arisen. They had come to realize that the woman liked to
plan ahead, whereas her husband preferred more spontaneous activities. An
association between her tendency to plan ahead and her sexual difficulties
was explored and found relevant. At the same time, it was also recognized
that the therapy program necessitated some planning of sexual activity that
would work against the desired spontaneity of normal sexual activity even
to the extent of inducing anticipatory performance anxiety. Another issue
arising through the communication questions concerned the woman’s poor
body image. It was suggested that she ask her husband what he liked about
her body as he massaged her and that later she repeat these phrases to her-
self while standing naked in front of a mirror.
Session 5. By using the sensate focus exercises they had been discov-
ering enjoyable ways of touching each other. The husband was encouraged
to respond to the guidance provided by his wife in terms of what she found
pleasurable in both the general as well as genital body pleasure. In particu-
lar, the wife needed to provide guidance on pleasurable techniques for
D
o
w
n
lo
ad
ed
 B
y:
 [
De
ak
in
 U
ni
ve
rs
it
y]
 A
t:
 0
7:
02
 1
6 
Se
pt
em
be
r 
20
09
192 M. P. McCabe
clitoral stimulation. Despite this, the woman said she was beginning to feel
under some pressure from the program and the expectation that she should
enjoy the activities and proceeded to describe sensitivity to being touched
on nipples or clitoris. This called for reassurance that the aim of the sensate
focus exercises was to explore different ways of touching and being
touched and that sometimes only a very gentle indirect approach might be
pleasurable—or it might not. There seemed to be no pattern of masturba-
tion at all, so it was suggested that she might like to explore herself what
she found pleasurable then she could guide her husband’s touch when they
were together. She was encouraged to engage in the suggested activities out
of a sense of curiosity and desire to know her own body, and then only
when she was ready. At no time was anything to be tried just because she
felt she had to because of the program.
Session 6. Career issues continued to be a focus of discussion for the
couple. The husband had been able to voice his concern that, because she
went to evening committee meeting, of a professional nature, this might
indicate she did not need him. Another area of concern was the woman’s
plans for improving the house. Her husband was not able to tell her that he
found this prospect of more work at home a real burden. Through the com-
munication exercises the role expectations that the couple had of husband
and wife were now emerging and being discussed and negotiated. With the
sensate focus, the woman was finding a reawakening of her sexual feelings
and discovering there was very little she didn’t enjoy. She was even discov-
ering that being touched around the nipple area could be pleasurable. Her
use of fantasy during sexual interaction was only occasional, and it was
used to ward off distracting thoughts. However, she had been reading erotic
stories “to get in the mood” before their mutual sexual activities.
Session 7. Their commitment to the communication exercises was
evident again, with five of the seven questions being completed, with seem-
ingly a good level of self-disclosure on both sides. With the allowing of
nondemand intercourse, old anxieties returned as the woman felt under
pressure to perform on the two occasions that the couple had intercourse.
She did not like manual concurrent stimulation of her clitoris, finding it
almost painful. Again she was encouraged to explore this more slowly, at
first on her own, and then guiding her partner’s hand in any way that she
found pleasurable.
In the preceding week the use of fantasy had not been sufficient to
allay her anxieties. The woman was encouraged to continue with the non-
demand (i.e., nonorgasmic) intercourse phase of the program, putting no
pressure on herself to be orgasmic but focusing on any pleasurable sensa-
tions that arose. Only when she could relax and enjoy this, she was
advised, should she allow the possibility of orgasm. A further therapy
session was considered but decided against. The couple seemed to need
time to assimilate what had been happening and to explore the new
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techniques in their own time, without the pressure of reporting back to
the therapist.
Session 8. The aim of this session was to review progress and prob-
lems and assess the readiness to terminate therapy or need to extend it. An
appointment was made for a follow-up session 2 months later. This session
reviewed the influence of the program on both sexual activity and the over-
all relationship. In the preceding week, the communication question on cli-
toral stimulation had provoked discussion between the partners and came
up again in this session. It was explained by the therapist that this form of
stimulation during intercourse was, for many women, the only way they
were able to experience orgasm during intercourse. Husband and wife dif-
fered over the idea of self-stimulation and compromises were discussed.
During the joint session the woman herself made a connection between
her ambivalence about expressing her own sexuality and her sexual difficul-
ties and said this was something she planned to work on. She said she felt
more relaxed about their sexual relationship but was finding that constantly
having to decide what she liked or didn’t like during their sexual activity
was a distraction. This suggested that she was still feeling some perfor-
mance pressure from the program.
In the separate interview the woman again reported little use of fan-
tasy. She was disappointed she had not accomplished more during the pro-
gram and reported that orgasm happened on less than 25% of their sexual
encounters. However, she was finding sex more relaxing and enjoyable and
felt hopeful of future improvement. She expressed some concern that her
husband seemed depressed but she did not know why.
In the interview with the husband it became clear that for him the rela-
tionship had reached a crisis point over the issue of beginning a family and
that his wife was unaware of this. He had been unable to share with her his
feelings of inadequacy about supporting her and a child. Indeed these feel-
ings had affected his commitment to the program, fearing the possibility of
impregnating his wife each time they had intercourse. He was encouraged
to raise this issue as a communication question in the following week, the
urgency of doing so being stressed.
Session 9. Follow-up (2 months later). The aim of this session was pri-
marily a review of what had been happening since the couple had attended
the posttherapy session and to note any changes that had occurred since
that time. The issue of parenting had been raised and some resolution
reached. The woman had been surprised at her husband’s concern and
ambivalence about becoming a father. The husband had now become more
amenable to the idea and even talked of some positive aspects of having
child. The relationship seemed to have stabilized at a new level of under-
standing. Both husband and wife, when asked separately, commented that
everything was going well. The partners seemed to have confronted and
come to terms with some of the role pressures each was facing.
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The woman remarked on feeling much more relaxed and happy about
their relationship and her own sexuality. She said they had bought two pop-
ular sex manuals and that she was reading and enjoying the stories of Anais
Nin. She was also now finding fantasy useful and enjoyable, both before
and during lovemaking. She was experiencing orgasm more often, about
50% of the time but not during intercourse.
Telephone follow-up (6-months posttherapy). The woman reported
that the improvement in their sexual relationship had been maintained and
that she was experiencing orgasm in about 50% of sexual interactions but
not during intercourse.
DISCUSSION
The eventual increase in the woman’s orgasmic frequency from 25% to 50%,
combined with a fall in performance anxiety, and the overall rise in sexual
satisfaction for the woman suggests that the therapeutic focus on perfor-
mance anxiety was appropriate. The finding that the effects of therapy were
not fully realized until after the end of therapy gave credence to the client’s
comment that therapy was itself perceived an imposing performance
demands. The focus on sexual arousal led to the uncovering of areas of
anxiety about particular sexual activities and a deeper ambivalence about
female sexuality. This, in turn, led to the recognition that both sexual anxi-
ety and performance anxiety can coexist in the one client, expressing both
the demand to be non-sexual and the demand to be orgasmically sexual.
On the behavioral level these demands can make a woman reluctant to
express her sexual preferences. On the other hand, they can lead to perfor-
mance pressures, with associated fears of failure, from both the woman and
her spouse to experience orgasm more often. All the components of ther-
apy—counseling, the use of fantasy, sensate focus, and communication
exercises—were too well integrated to allow any assessment of individual
contributions. The communication exercises were found invaluable in
allowing marital issues to surface and find some resolution. Had this not
happened, marital therapy may have replaced sex therapy so that the prob-
lems in the relationship that were impacting on the sexual problems could
be addressed.
The goal of the program was remission of the symptoms of secondary
orgasmic dysfunction by reducing performance anxiety and intensifying
sexual arousal. For the woman in this case study, some symptom remission
was achieved in conjunction with a reduction in performance anxiety.
Whether there was intensification of arousal is unclear. However, there
appeared to be an increase in sexual communication and decrease in
performance anxiety that seemed to be associated with an increase in rela-
tionship factors, sexual satisfaction, and orgasmic response. Sexual anxiety,
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as measured by the questionnaire, persisted at a relatively low but stable
level. However, anxiety about particular sexual activities and female sexual-
ity did surface during therapy sessions. Some attitudinal change toward var-
ious sexual activities was achieved, along with reports of increased sexual
enjoyment and feelings of relaxation about sex.
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